Clinical and demographic differences between voluntary and involuntary psychiatric admissions in a university hospital in Brazil
Diferenças clínicas e demográficas entre internações psiquiátricas voluntárias e involuntárias em um hospital universitário no Brasil Las diferencias clínicas y demográficas entre los ingresos psiquiátricos involuntarios y voluntarios en un hospital universitario en Brasil 2 .
In this context, legislation supporting the new concept of public psychiatry anchored in human rights, freedom, and modern methods of treatment within the organization of services needed to be implemented. Thus, Law 10,216 was approved in 2001. Patients with psychiatric disorders had their rights protected with regard to access to community mental health treatment, the regulation of hospitalizations, and the reduction of long stay beds in psychiatric hospitals 2 .
According to this law, psychiatric hospitalizations were classified as voluntary (VH) (with patient's consent), involuntary (without patient's consent), or compulsory (required by Court) 3 .
Recent research has highlighted an association between IH and low educational level, unemployment, social deprivation, poor social support, being unmarried for men or married for women, diagnosis (schizophrenia, delusional disorders, and substance misuse), and treatment engagement 4, 5, 6 . Also, involuntariness is associated with the severity of the disorder, lack of insight, and violent behavior 7 .
The purpose of this study is to compare sociodemographic and clinical characteristics of VH and IH in a public university hospital in Brazil. Database information consisted of type of hospitalization (VH or IH), sociodemographic characteristics (age, gender, ethnicity, marital status, education level, employment status), and clinical data (psychosis at admission, diagnosis, length of hospitalization, and outpatient treatment adherence following discharge).
Methods
Data were compared using chi-square tests for categorical variables and Mann-Whitney tests for continuous non-parametric variables. Results were considered statistically significant at p < 0.05. Odds ratio analysis with 95% confidence interval was used to examine the association between IH and the clinical characteristics at admission (diagnosis and psychotic symptoms). All tests were conducted using the SPSS 16.0 statistical software (SPSS Inc., Chicago, USA).
This study was approved by the local ethics committees.
Results
Of 2,289 patients, 305 (13.3%) were admitted involuntarily. No information was available for compulsory hospitalization. IH increased from 2.5% in 2001 to 21.2% in 2008 (p < 0.001) (Figure 1) .
The mean ages of VH and IH patients were 40 years (SD = 15) and 41 years (SD = 18; not significant). As compared to VH, IH were more frequently associated with female gender (p = 0.017), unmarried status (p = 0.003), unemployment (p < 0.001), and more than 9 years of schooling (p = 0.041).
Regarding clinical variables, IH were more frequent among patients with psychotic symptoms (p < 0.001) and with the following diagnoses: anorexia nervosa (p < 0.001), alcohol and substance related disorders (p < 0.001), personality disorders (p = 0.018), organic mental disorders (p = 0.036), and schizophrenia (p = 0.05).
There were no differences in the duration of hospitalization and the attendance at first appointment after discharge (Table 1) .
Discussion
In the present study, the proportion of IH was 13.3% which is consistent with the mean rate of 15-20% reported in literature 5, 7, 8 . Since 2001, following approval of Law 10,216, rates of IH progressively increased, mainly because notifications have been improved.
It is important to contextualize these findings within the Psychiatric Reform, characterized by (a) the structuring of Community Mental Health Services set up to care for people with severe psychiatric disorders, (b) the Return Home Program, which provided financial support for families who received relatives after long hospital stays, (c) financial incentives to reduce psychiatric beds, and (d) closure of psychiatric hospitals 9 .
The shift from hospital-based to communitybased assistance services may have produced gaps in the quality and availability of treatment for severe cases and increased IH 10 , which may partially explain our results because our sample was provided by a tertiary hospital.
Regarding diagnosis, psychosis was twice as frequent in IH. Schizophrenia is associated with a higher probability of IH 11 . Indeed, rates of IH as high as 58% have been reported among patients with psychosis 12 . Psychosis may be related to a lack of treatment engagement, resistance to treatment, and/or impaired insight, thereby inducing involuntariness 5 . Moreover, a psychotic state may increase IH rates due to clinical severity and danger to self or others 7 . Also, violent behavior and lack of insight may have accounted for IH due to alcohol and substance misuse.
IH rates were more frequent among unmarried people, which may be related to poor social support 5, 10, 13 . As our sample included many patients with psychosis, it is fair to consider that the relationship between unmarried status and IH may be mediated by psychotic status, since schizophrenic subjects are more frequently unmarried 6 .
A large number of IH patients were unemployed, which is consistent with an increase in IH after contractions in the labor market 14 . The association between unemployment, poor community involvement, and an increased risk for aggressive behavior may have accounted for high rates of IH 13 .
Even though some studies have reported a male preponderance in IH, others have found a higher proportion of female patients 11, 12, 15 . We hypothesize that the female preponderance of IH may be explained by the presence of an eating disorders unit, which accounted for 15% of beds and was occupied mainly by female patients.
We observed a higher level of education in the IH group, which is inconsistent with previous studies 6 . We hypothesize that schooling may be associated with an awareness of individual's rights, causing the patient to disagree with inpatient treatment.
The high rate of IH due to organic mental disorders is explained in part by the fact that 15% of our beds were for geriatric patients, most of them with dementia, for whom IH is justified by lack of capacity to care for themselves 16 . This study has some limitations. We did not use a standardized assessment instrument for diagnosis, which was based on a clinical interview as performed in day-to-day practice. The dataset is of admission episodes and not of patients; some of whom were admitted more than once. Unfortunately, the dataset did not include information about the quality of community service assistance after hospitalization discharge, so analysis of rehospitalizations was not feasible.
Furthermore, the generalizability of findings is limited since 30% of beds were comprised of eating disorders and geriatric causes of hospitalizations, which differs from most of public hospitals. Finally, the retrospective design is another limitation of our study.
The strengths of this study are its large study cohort, the duration of the observation period, and the fact that this is the first research of its kind done in a developing country.
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The present study has identified characteristics associated with IH and VH that are important to implement adequate mental health resources in the primary care, outpatient clinical treatment services, and other facilities such as day hospital in other to decrease the number of IH and improve the quality of treatment of psychiatric patients. 
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